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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
136 DAVIS LANE
CUMBERLAND VILIL.AGE GENESIS HEALTHCA
M LAFOLLETTE, TN 37766
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GGRRECTION *8)
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DEFICIENCY)
N 002l 1200-8-6 No Deficiencies N 002
During the Life Safety portion &f the annual
licensure survey conducted an 12/4/17, no
deficiencies were cited under 1200-08-06,
Standards for Nursing Homes.
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